I was asked to speak in this (lisClssioni it appeared to me necessary to review all the cases of which I had satisfactory records. -I have done so and have traced most of the patients with whom I have dealt since the commencement of my endoscopic work in 1924.
The first and obvious value of bronchoscopy is the removal of foreign bodies, but it would be useless to expect success if endoscopic practice were confined to this type of case. Of my first 100 bronchoscopies only five w-ere foreign-body cases, while 95 were for the examination and treatment of lung suppuration andl neoplastic diseases.
For various reasons the proportion has altered: of a total of 173 patients 49 were referred on account of actucal or supposed foreign bodies in the bronchi; and of 570 bronchoscopic examinations 97 wN-ere for the detection or removal of these objects, w-hile the remaining 473 gave practice to make this type of work more easy.
The laryngologist has another source of instruction, in the (esophagus. I have records of 160 cases of carcinoma examined or treated, and ofl many others writh various non-malignant complaints.
The conclusion is that all types of peroral endoscopic work have a value as regards the removal of foreign bodies. Of 49 foreign-body cases, 44 had a complete cure. Six objects were coughed up, four after bronchoscopic examination and two during their journey to hospital; this is a proportion too low to allow of delay in bronchoscopic examination, in the expectation of spontaneous cure. Of five unsatisfactory cases peculiar circumstances prevented the attainment of a perfect result. Two required lobectomy because of failure to remove the foreign body in a lung disorganized by suppuration; in such cases there should be no hesitation in referring the patient to a thoracic surgeon, but much may be done to improve the local and general conditions by preliminary bronchoseopic treatment.
The next, and more extensive, field of bronchoseopy is conneeted with lung suppuration, when foreign bodies are not the cause of the disease. Of these I have notes of 67 patients, for whom 372 bronchoscopic examinations or treatments were required. Cases of lung abscess show the largest proportion of successes ; of 35 cases, 13 were cured and another 13 materially improved. Twelve patients required some form or other of external operation. Most abscesses commence within a bronchus, as a result of partial or complete blockage by a foreign body, a lump of coagulated pus or infected blood-clot, or a plug of viscid mucus, as occurs in massive collapse.
The -alls of the bronchus are swollen, granulations appear, and the ciliary stream is impeded. Infection is set up in the air passages beyond the point of obstruction and secretions collect, at first mucoid and later purulent. As the bronchi then contain pus the condition may well be called one of bronehial abscess; it is remarkably amenable to bronchoseopic treatment and, in my opinion, it is wrong to neglect this probable means of cure. Even when this intrabronchial condition is followed by breaking-down of the wallss, with the production of a parenchymatous or true lung abscess, cure mayT still, occasion, be obtained without external operation. The same observation applies to primary parenchymatous abscesses which have ruptured into a bronchus.
It is the w-ell-established abscess with thick walls and an absence of ciliated epithelium in its lining, that calls for external drainage or lobectormy even then preliminary bronchosopic aspiration ill make conditions safer for operation. Without a direct examination and a trial of bronchoscopic treatment, it is impossible to say w-hich cases will respond. It is also impossible to determine whether a foreign bodv is present; the object may be radiologically invisible in opaque, collapsed and sodden lung tissue. If a foreign body is found and removed, cure of the suppuration may be expected, even after a sojourn of years, as illustrated by 16 such cases with 14 successes.
Bronchiectasis, whetherunilateral or bilateral, responds much less well to bronchoscopy, and cure cannot be looked for. Improvement, however, may be attained, as in 15 out of 23 cases treated by myself. Some patients with bronchiectasis.for whom lobectomy is not indicated, are enabled to live useful and comfortable lives by regular courses of bronchoscopic treatment.
A number of cases of neoplastic disease are referred for bronchoscopic examination or treatment and much may be done for these patients. Not only can a reliable diagnosis be established in cases of doubt, but useful treatment can be carried out. Amongst the patients examined a small proportion willbe found with neoplasms of a type capable of cure. I have only two amongst 51 patients, but the successful result in these justifies the other examinations; it is only by direct inspection that the favourable cases can be discovered. One patient had a simple fibroma; she was well for six years, but then suffered from a fresh neoplasm of different type. The other had an adenocarcinoma, invading the muscle of the bronchial wall, and in his case cure seems to be permanent.
Squamous-celled carcinomata are amenable to palliative treatment. The symptoms they produce are due not so much to the presence of growth in the lung as to mechanical obstruction of the bronchi. Removal of this obstruction re-establishes ventilation and drainage of the lung in parts beyond the growth. The best results are obtained in carcinomata affecting the upper lobe. Clearance of the lumen may be attained by removal of masses of growth with biting forceps, by the insertion of radon seeds directly into the neoplasm, or by the introduetion of a container loaded with seeds. The latter can be left in place for a week and, if of suitable design, it should not be coughed out. There are certain cases with collapse in portions of the lung where the diagnosis lies between obstruction by an intrabronchial growth, a mediastinal neoplasm, or an aneurysm. Bronchoscopic examination allows a correct opinion to be given. I have records of 17 such cases, with pressure on the bronchial walls. The question is one of importance, as similar signs and symptoms may be due to intrabronchial obstruction, amenable to treatment.
There remains the question of unexplained haemoptysis. Bronchoscopy is often required to establish a diagnosis; in many cases new growth may be found, and in others granulations caused by localized suppuration. There are, in addition, a few in which nogross changes are found and. possibly, no more is seen than a small rough patch, from which bleeding occurs, similar to the area in the septum of the nose in cases of epistaxis. L. S. T. Burrell said that to the physician bronchoscopy w-as an extension of the examination of the larynx by laryngoscopy. In a case of haemoptysis of unknown origin it was a matter of great importance to have a bronchoscopic examination. Students should still be taught to regard haemoptysis of unknown origin as tuberculous, but there were other causes. He did not think that frank haemoptysis was ever due to a bleeding spot in the throat, but it might be due to a fibroma in the bronchus. Mr. Negus had referred this evening to a case which he (the speaker) had seen some years ago. The patient was a young woman who had heemoptysis; she was in a sanatorium for fourteen months, but no evidence of tuberculosis could be found. After the fourteen months in a sanatorium, lipiodol was put into the trachea and X-ray examination showed a blocked bronchus. Mr. Negus, on bronchoscopic examination, discovered a fibro-adenoma which was the cause of the haemorrhage, He removed it, but several years after the operation carcinoma of the bronchus developed and the patient died. Even the polypoid and apparently innocent growth might contain some malignant cells. These cases of growth-fibroma or adenomawere rare, and when they were met with it was important that they should be recorded.
Carcinoma of the bronchus usually showed itself first either by a slight hTm9ptysis, or a blocking of a bronchus and consequent collapse ofthe lung. In these caS-3 3 lipiodol would show the blocked bronchus, and that was strongly suggestive of carcinoma, but bronchoscopy would clinch the diagnosis. Often the condition had gone too far for operation by the time the physician saw the patient. Eighteen months ago a patient who had had indigestion for many years was sent to hospital for X-ray examination of the gastro-intestinal tract. One film happened to include the lower part of the thorax and revealed a carcinoma of the right lung. Mr. Tudor Edwards removed the lobe, and the patient made a very good recovery.
He had been much impressed by the great increase in the scope of the thoracic surgeon, in successfully removing not only the lobe, but, if necessary, the whole lung. Bronchoscopic examination might enable the surgeon to decide whether or not the growth was operable. Mr. Negus had referred to abscess of the lung, and also to what he called bronchial abscess, in which there was a pent-up collection of pus. Bronchoscopy was not of very great value in the diagnosis of abscess, because the diagnosis was usually fairly simple otherwise, but it was of value in distinguishing between a simple abscess and one which was the result of the breaking-down of carcinoma. He had seen one or two cases of the latter made very much worse by operation. Treatment of abscess by aspiration through a bronchoscope sometimes led to a cure and saved the patient the risk of operation.
Nor was the bronchoscope of great value in the diagnosis of bronchiectasis, which was now diagnosed largely by X-rays and lipiodol or other opaque substance; but bronchoscopy might reveal the presence of a foreign body as the cause. For treatment, bronchoscopic aspiration was valuable for many of these cases, and the fact that some patients returned again and again for aspiration whenever they felt the need of it showed that the relief given was sufficient to make them undergo the discomforts of the procedure.
He had seen one or two patients desperately ill who, on postural drainage, had been unable to cough up the bronchiectatic abscess. After bronchoscopy some pus had come out of the bronchial tubes and cleared them, so that the patient could carry on with the postural drainage.
G. Ewart Martin: It is a debatable subject as to whether endoscopy should remain in the hands of the laryngologist or become a specialty on its own account. An endoscopic examination should never be performed without a previous complete examination of the pharynx, hypopharynx, and larynx. Bronchoscopy is inaccurate without a training in monocular vision.
In America bronchoscopy has become a specialty in itself, and therefore more endoscopic examinations are carried out there, and the removal of foreign bodies from the chest is more widely reported. In this country it seems that either insufficient use of the bronchoscope is made in diagnosis and treatment, or we are falling behind the standard set up during the first few years of the specialty. Team work is essential; the physicians and radiologists are the senior partners to the endoscopist, and in treatment the thoracic surgeon must also take his share in the partnership.
THE USES OF THE BRONCHOSCOPE Foreign bodies in the air passages.-Only by bronchoscopy can foreign bodies in the bronchus be removed. Diagnosis may be easy, as in two very similar cases which came under my care. Both children had inhaled a squeaker from a whistle, and each discovered that he could amuse his travelling companions on the journey to Edinburgh by squeaking on forced expiration. The possibility of the presence of a foreign body as a cause of many chest symptoms is too often forgotten. I have never been able to explain why so many more foreign bodies are removed (from the chest) in the bronchoscopic clinics in Philadelphia than in all our clinics in this country. The only explanation seems to be that in this country the inhaled foreign bodies are coughed up or partly forgotten.
The diagnosis of a foreign body may be difficult. This may be illustrated by a case which I have previously reported, in which I removed a mutton bone, half an inch by one inch, from the right bronchus of a patient whose only complaint was intermittent cough and whose chest was reported clinically and radiologically clear.
Bronchoscopy is essential in the diagnosis of many lung lesions, as is demonstrated by the following cases I.-With Hamioptysis as a Symptom.
This case is of interest not only to the physician but also to the medico-legal expert. H. N., aged 54. History of a motor accident two years before when he had a dislocation of the hip and a fracture of two or three ribs on the left side and hmemoptysis. He was in bed for about two months; when he began to go about again he had frequent attacks of hemoptysis. On two or three occasions he was readmitted into hospital but nothing was found in the chest, which remained clear both clinically and radiographically. The patient was examined on variouN occasions by medical referees, with regard to compensation, and this was continued on account of the hsEmoptysis. He was referred for bronchoscopic examination and this was carried out under avertin. A minute polypus was discovered at the mouth of the middle lobe bronchus on the right side. This was removed for pathological report and was found to be a definite spheroidal-celled carcinoma. II.-With Cough and Hmm,ptysis as Symptonms.
Mrs. R., aged 49. History of attacks of hsemoptysis for many years. The chest was clear both clinically and radiologically and it was thought that this was a case of early pulmonary tuberculosis. The patient was sent abroad for one year. The chest was found to be clear but the heemoptysis continued. Bronchoscopy revealed a small nevus at the carina extending down the medial wall of the right bronchus. Although this could have been eradicated by diathermy it was thought best to leave it alone on account of its position and for fear of after-contraction which might narrow the bronchus. The attacks of hwemoptysis are now at wider intervals. III and IV.-Two Cases having Cough as the Only Symptom.
History of a cough for many years-coming on in spasms-very little sputum and occasional hoarseness. Clinical and radiological examination of the chest was negative. Both patients had marked paro7xysmall-attacks of coughing l0aving them alm6st prostrate.
Bronchoscopic examination showed, in both cases, that the whole of the middle line of the bronchus embodying the musculo-trachealis was raised on coughing in a collar-stud formation passing forward on to the anterior wall of the trachea, keeping up a spasm of coughing. It is interesting to note that in one of these cases Sir John Fraser performed cervico-dorsal ganglionectomy and that there has been no return of the symptoms. V.-IV"lith HTemop)tysis and Cotgh as Synbptoos ; Radlioloyist's Report Leading to a TWrong Diagnosis.
Patient first seen six years ago. The radiologist reported a carcinonma of the upper lobe bronchus with an occlusion of the bronchus. Patient had a cough for some time and was spitting up blood. Clinically the chest showed a dullness over the right mlliddle lobe. Bronchoscopy did not confirmn these reports, but instead revealed a large abscess connected with an aberrant small bronchus opening into the right eparterial bronchus. This abscess was aspirated and was found to have chronic thickened walls. The patient has had further bronchoscopic drainage at intervals during the last six years.
Treatment with a bronchoscope is only a further advancement in diagnosis. It is the best method of treating manv forms of lung abscesses.
Bronchiectasis.--Since 1922 I have been carrying out the method of bronchoscopic drainage referred to in previous reports, using in many cases the introduction of a boric solution, or normal saline solution, as a means of dilution if the pus is too thick to be evacuated by normal suction. In these cases bronchoscopy is the ideal treatment-allowing free drainage of the lower part of the lung so that daily postural coughing may be carried out. In some cases it is necessary to dilate, or even overdilate, the narrowing above the various cavities in the bronchi. I have been able to report a number of complete cures out of about 200 cases. In almost every case of bronchoscopic drainage the patient has been benefited. Some patients return voluntarily and ask to be bronchoscoped again whenever they notice that there is a damming-up of secretion shown by the return of the bad odour to their breath. A few, after one examination, have been considered unfit for further treatment.
In modern chest surgery the operations of lobectomy and thoracoplasty have become much easier to perform, but there is no doubt that in many cases of lung abscess in which the chest has been opened radically the abscess would have been cleared up by bronchoscopic drainage. In cases of bronchiectasis, removal of the infected lobe would effect a certain cure, but in the majority of cases, unfortunately, the disease is not limited to one lobe but extends to three the middle and lower lobe right, and the lower lobe left. In these cases the removal of one lobe would not effect a cure, nor would the removal of the whole lung. Pneumothorax in these cases has also failed. Phrenic evulsion has proved successful in a few cases, but only where the lower lobes have been affected.
The bronchoscopist should be the final judge as to whether the patient's chest is in a fit condition to warrant an external operation.
Bronchoscopic treatment of tumrours of the lung.-The simple tumour of the bronchus, with its accompanying symptoms of cough and occasional hoemoptysis, calls for bronchoscopic treatment. Many cases have been published at various centres on this subject. In lobar pneumonia and in bronchopneumonia recovery by absorption is usually expected. For some unknown reason in a few cases recovery takes place slowly by organization, and this may go on to the formation of pus-that is, to a lung abscess. If, however, this slow organization is recognized early and bronchoscopic examination is carried out, the establishment of drainage, the permission of better aeration, or the removal of pus, will allow of a rapid recovery and wiill prevent the disease from becoming chronic or a bronchiectasis being established. Thus closer co-operation between the physician and the bronchoscopist is necessary but unfortunately the general practitioner has yet to learn that in the use of the bronchoscope we have a diagnostic and therapeutic means which cannot be disregarded in the treatment of chronic non-tuberculous diseases of the chest.
H. V. Morlock: From experience of some 4,500 bronchoscopies, in 1,100 patients, I hope to be able to show the actual value in these cases. These 1,100 patients have fa.llen into three large groups, namely those with (1) pulmonary suppuration;
(2) new grow-ths, innocent and malignant; (3) unexplained lifemoptysis; and also into smaller grouips, suich as those having collapsed lobes, tuberculous patients, and asthmatics.
Dealing first with pulmonary suppuration, I w-ill discuss bronchiectasis now, and abscesses later.
Even if there is a diversity of opinion about the value of treatment of bronchiectasis by bronchoseopic lavage, there can be no doubt that every case of bronchiectasis should undergo a diagnostic bronchoscopy. The reason for this is that in a number of cases the bronehiectasis is secondary to some intrabronchial disease, which can only be diagnosed by bronchoscopic vision, and to treat the secondarv bronchiectasis. without first considering the aetiological factor, is irrational.
We have carried out this diagnostic bronchoscopy in 240 cases of bronchiectasis, and have found six malignant new growths; six innocent new growths; one foreign body; one lung stone, eroding the bronchus and causing obstruction; four fibrotic stenoses, of unknown aetiology; two left middle lobes, which were the site of the bronchiectasis, a point of importance if lobectomy was being considered. Thus, in 8X5 % of the cases, the diagnostic bronchoscopy has yielded a, result of importance.
There is only one radical treatment of bronchiectasis, and no other treatment at present known will cure the patient, but many patients are unwNilling to take the risk involved in the operation of lobectomy. A smaller number are unsuitable subjects for lobectomv, because of the bilateral nature of their disease.
We have treated 115 patients by postural drainage and bronchoscopic lavage.
Unless they were suffering from bilateral bronchiectasis, they were all advised to consider submitting themselves for lobectomy before wA-e undertook bronchoseopic treatment.
The procedure wN-e adopt is to carry out a bronchoscopic drainage at weekly intervals, and then as the condition improves, to lengthen the interval between treatments, up to six weeks. Finally the patients decide to come to the clinic when they feel the nee(l of treatment. All show an initial improvement, and the majority have so progressed as to be able to lead a usefuil life. During the six years under consideration, four patients have died whilst under treatment, four more left off treatment and subsequently died. Of the 107 still receiving treatment and remaining well, not one is cured, and it must be expected that in the couirse of another six years. some more of them will die from their disease. This fact (loes not detract from the value of bronchoscopic drainage as a valuable palliative treatment for those patients who are unwilling to submit to lobectomy, or are unsuitable for it.
It has been suggested that these patients would have done just as well on postural drainage alone. The answer to this suggestion is that the majority only come up for treatment when they feel the need for it, and we do not believe that, after having undergone some thirty to seventy bronchoscopies they would, of their own accord, present themselves for further treatment unless they were deriving benefit from it.
Abscesses. In abscess of the lung, the necessity of a preliminary diagnostic bronchoscopy is even greater than in bronchiectasis, for the following reasons: (1) A causative factor may be found. (2) If a lung abscess is to heal by medical treatment.
the bronchus of drainage must be free, and this can onlv be known by bronchoscopic vision. (3) In the medical treatment of a lung abscess, postural drainage is an important factor, for unless the exact bronchus of drainage is known-and it can only be known by direct vision-a faulty position of drainage may be chosen.
For these reasons, we have carried out a diagnostic bronchoscopy in 163 cases of abscess. We have found eight malignant tumours and one innocent one. In all the cases we have been able to ascertain the position and condition of the bronchus of drainage.
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The diversity of opinion on the treatment of lung abscesses is well illustrated by the discussion at the last meeting of the British Medical Association in Belfast, when one speaker, without quoting his experiences, condemned bronchoscopic treatment, another, with the experience of only a few cases, was not without enthusiasm, while the surgeons were advocating earlier operative interference. To those who have had experience of lung abscesses this diversity of opinion is not surprising, for there is no one single therapeutic measure which can be considered to be the method of choice in every case of lung abscess. Each method has its value, and the real problem is to know in which case to employ it.
In order to learn in which cases bronchoscopic treatment would be of value, we decided to use it in all the cases which came to us, and after having dealt with 117 cases, we consider that we are able to suggest which cases will respond to this treatment, and which are best dealt with by other measures. The cases which respond to bronchoscopic treatment are the single abscess cavities. Their position, or their duration, does not appear to influence the results to a great extent, but what is of significance is the amount of inflammation in the surrounding lung tissue. The greater the amount of inflammation, the smaller the chance of success. When this surrounding inflammation is very extensive and intense, a carbuncle-like condition of the lung is produced, in which secondary abscesses and bronchial dilatation appear. This condition is sometimes called bronchiectatic abscess; in such cases bronchoscopic treatment is of little value.
We have treated 98 single abscesses, including our early cases, some of which we would now consider unsuitable for bronchoscopic treatment. Seven patients died during treatment; in three an empyema developed, and these were dealt with surgically; 14 failed to improve; one was improving, but discharged himself; 73 recovered. These results, although not entirely unsatisfactory, leave much to be desired, and now that we know which cases respond to treatment, we should be able to improve upon them.
We have had 18 cases of bronchiectatic abscesses. The first 13 we attempted to treat, and in five of these we succeeded in rendering the patients afebrile, but were unsuccessful in dealing with the residual bronchiectasis. The later cases we have not attempted to treat bronchoscopically, but have called in our surgical colleagues to deal with them. New growths.-Perhaps the most valuable service which is rendered by bronchoscopy is the help which it gives in the diagnosis of bronchial new growths. Without its aid the diagnosis of this condition is always one of assumption, until a late stage in the disease, when secondary glandular involvement has taken place.
It is true that radiology is helpful in the diagnosis of this condition, particularly after the introduction of lipiodol, when an obstructed bronchus may be demonstrated; more recently this has also been demonstrated by tomographv. Nevertheless, the true nature of the obstruction can only be ascertained when it has been seen through the bronchoscope and a piece removed and examined microscopically.
We have examined 191 cases of new growth, and in over 10% of these cases the growth was not suspected before the bronchoscopy, because the presenting symptoms had suggested an abscess or a bronchiectasis, and occasionally because the sputum was positive for the tubercle bacillus. It is not very uncommon for a new growth to light up an old tuberculous focus. In other cases, a pleural effusion or an empyema had masked the physical and radiological evidence of the growth.
In another 5% of cases, the physical and radiological examinations were negative, but the presence of an unexplained cough, stridor, or haemoptysis, in a male patient over 40 years of age, suggested the possibility of a new growth and the desirability of a bronchoscopic examination. This group is of importance, because if these cases are to be successfully dealt with by lobectomy, they must be diagnosed early, before they have progressed far enough to give physical and radiological evidence of their presence.
FE:B.-JOINT DIs. No. 2-2 * Of the 191 new growths, 161 were seen at bronchoscopy, and in the majority a piece was removed for microscopical examination. In five other cases the growth was only seen by means of the retrograde telescope, to be high up in the upper lobe bronchus. In these cases, it was impossible to obtain a piece for examination. In 25 cases the growth was not seen, but the findings were so characteristic that a diagnosis of malignant disease was confidently made, and verified by the subsequent course or post-mortem examination. These characteristic findings are:
(1) The distortion of the bronchial wall due to pressure from without.
(2) A plaster-of-Paris appearance of the bronchial wall.
(3) A complete loss of the normal characteristic respiratory mobility of the bronchus. From the point of view of cure the introduction of intrabronchial radon is quite useless ; we have treated some 90 cases without one single success. It is true that a few of the patients have survived for two or three years with this treatment, but probably equally many live so long without any treatment. Intrabronchial radon is useful in helping to keep the bronchial lumen patent and thus avoid asphyxia and pulmonary suppuration behind the growth, which previously made the death of these patients so distressing.
Innocent new growths.-The most interesting and satisfactory group with which we have dealt has been the innocent tumours, because they can only be diagnosed by bronchoscopy, and once diagnosed, they can be successfully treated. We have dealt with 13 such tumours, all of which were unsuspected before they came to us. They are either pedunculated or sessile, of the same colour as the mucous membrane, and often finely nodular on the surface.
As regards their histology as we have pointed out elsewhere, and other authors have done the same, there exists considerable difficulty in establishing their true nature, and they are often confused with malignant conditions. We found seven adenomas, all of these were at first considered to be malignant, but subsequent sections confirmed their benign nature, also one fibro-adenoma, two papilloma, and three polypoid conditions probably of inflammatory origin.
We have been successful in removingall these tumours by intrabronchial diathermy or radon. In our experience, intrabronchial diathermy is superior, because it leaves much less fibrosis than the radon. In two cases the growth has recurred, the recurrence being successfully treated.
Hcemoptysis.-Haemoptysis without any definite physical or radiological signs, is always a source of considerable worry, both to the patient and the doctor, because both are equally conscious that it may be the first symptom of a serious disease, and any investigation which will help in establishing the diagnosis is well worth while undertaking. We have bronchoscoped 107 such cases, and have found: 14 unsuspected cases of dry haemorrhagic bronchiectasis; three innocent new growths; four malignant new growths; two lung stones, ulcerating the bronchial wall; one tracheal ulcer of unknown aetiology; giving a positive finding in 22% of cases.
We would suggest that these results demonstrate that bronchoscopic investigation is a necessary investigation in a large percentage of the cases of chronic non-tuberculous diseases of the lungs.
V. E. Negus (in reply) said that abscess due to breaking down of carcinoma was difficult to diagnose bronchoscopically, as there might be growth in the parenchyma of the lung with no carcinoma visible in the bronchus. Two such cases he had treated as lung abscess, and it was only later that carcinoma was discovered.
With regard to the coughing-up of foreign bodies, four of those cases were bronchoscoped by himself or a colleague, and the patient coughed up the foreign body before a second attempt could be made.
With reference to the cure of bronchiectasis, he congratulated Dr. Martin on his success; he had not himself achieved it.
